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Abstract 
 

      Ludwig’s angina is a rare disease entity caused by diffuse 

cellulitis of neck space predominantly in the submandibular, 

sublingual and submental space. It can cause life-threatening 

complications as it spreads along the potential spaces of the 

neck to extend to the adjoining areas. The most feared 

complication of Ludwig’s angina is airway obstruction. Other 

complications include mediastinitis, carotid artery rupture, 

internal jugular vein thrombophlebitis, empyema, necrotizing 

fasciitis, osteomyelitis, and aspiration pneumonia. Early 

recognition and treatment of such patients can manage these 

patients well and prevent such life-threatening complications. 

 

      This case describes a 45-year-old man known case of 

Ludwig's angina that evolved from a chronic dental infection. 

Upon the previous admission to another hospital, a diagnosis 

of Ludwig Angina was made and an Incision and drainage of 

the abscess were done. He later presented to the Emergency 

Department with complaints of fever, breathlessness on 

exertion and cough with expectoration for 4 days. Elective 

tracheostomy was done to prevent airway obstruction. While 

investigating the patient was diagnosed with multiple other 

comorbid conditions. 

 

      This case is exemplary for the successful management of 

this potentially lethal clinical condition. Our patient 

management is unique because three independent disease 

entities were managed simultaneously with excellent response. 

Early recognition and aggressive treatment helped to prevent 

the complications from Ludwig's angina and prevent further 

progression. 
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Introduction 
 

      Ludwig’s angina is a rare disease entity caused by diffuse 

cellulitis of neck space predominantly in the submandibular, 

sublingual and submental space [1]. It predominantly affects 

Males in their 40s with low socioeconomic status [4, 5]. Most 

common aetiology is chronic dental infection. It can cause 

life-threatening complications as it spreads along the potential 

spaces of the neck to extend to the adjoining areas. The most 

feared complication of Ludwig’s angina is airway obstruction. 

Other complications include mediastinitis, carotid artery 

rupture, internal jugular vein thrombophlebitis, empyema, 

necrotizing fasciitis, osteomyelitis, and aspiration pneumonia 

[3]. 

 

      Our patient, 45 years old male with Ludwig's Angina, 

Pulmonary Koch’s, Alcoholic liver disease with ascites and 

Portal Hypertension was managed well and discharged in 

good condition. This case highlights the importance of how 

early intervention prevented the progression of life-threatening 

complications of airway obstruction from Ludwig’s Angina. 
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Case report 
 

      A 45-year-old male patient presented to the emergency 

department with complaints of fever, breathlessness on 

exertion and cough with expectoration for 4 days. The patient 

was a k/c/o Ludwig’s angina. History was suggestive of 

toothache (right lower second molar) for 5 months for which 

he had not sought medical advice. 5 days before admission he 

developed a swelling in the neck and high-grade fever for 

which he underwent incision and drainage and a diagnosis of 

Ludwig Angina was made. Post-op he started complaining of 

breathlessness, his saturation dropped to 85% and oxygen 

supplementation was started and he was referred to the 

Emergency Department. The patient had no history of 

Diabetes Mellitus/Tuberculosis/Bronchial Asthma. He was 

k/c/o hypertension which was not managed medically. 

 

      On presentation, his BP was 120/90, HR= 98 bpm with a 

RR of 24/min but he was afebrile. Systemic examination was 

done, and no significant finding was noted. His blood 

investigations were ordered, which were deranged with a TLC 

of 24000, serum creatinine of 2.18, serum bilirubin, direct 

bilirubin, SGOT, SGPT all raised. Viral markers were 

negative. 

 

      Radiological investigations were ordered, CXR revealed 

homogenous opacity in the left mid and lower zone and one in 

the right paratracheal region (Figure 1). CECT Chest was 

done, which revealed a loculated fluid collection in right 

carotid space tracking caudally along the right common 

carotid artery up till the aortic arch along with loculated fluid 

collection in the visceral space and a large pocket in the 

Danger space extending from the level of C1 caudally to the 

posterior mediastinum. Patchy areas of consolidation with air 

bronchograms involving the anterior and lingular segment of 

the left upper lobe were also seen (Figure 2). Radiological 

findings indicated the patient required a repeat incision and 

drainage along with elective tracheostomy to prevent airway 

obstruction. 

 

 
 

Figure 1: CXR revealed homogenous opacity in the left mid and lower zone and one in the right paratracheal region. 

 

 
Figure 2: CECT Chest shows a loculated fluid collection in the right carotid space tracking caudally along with the Right Common 

Carotid Artery up till the aortic arch along with loculated fluid collection in the visceral space. 
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      A sputum sample was collected and screened for 

mycobacterium tuberculosis, sputum for AFB was positive 

(+7 AFB) and sputum for Truenaat was also positive with 

rifampicin resistance not detected. The patient required anti-

tubercular treatment. The patient was a chronic alcoholic and 

USG abdomen revealed hepatomegaly with liver showing 

slightly coarse echotexture and diffusely increased 

echogenicity with irregular margins at places along with 

moderate ascites and portal hypertension. 

 

      On admission, the patient was started on parenteral 

antibiotics including clindamycin, levofloxacin, linezolid, 

piperacillin-tazobactam and adequate hydration was maintained. 

Elective tracheostomy along with repeat incision and drainage 

of the abscess was planned. (Figure 3) He required diuretics, 

high protein diet to manage the symptoms of liver cirrhosis. 

Due to underlying deranged lfts, initially, only Isoniazid and 

Ethambutol were started and later once the lfts improved, 

DOTS without Pyrazinamide was started for tuberculosis. 

 

 
 

Figure 3: Figure shows the tracheostomy tube and scar marks of Incision and Drainage. 

 

      The patient had a hospital stay of 29 days where he was 

managed for Ludwig’s angina, alcoholic liver disease along 

with ascites and portal hypertension and was started on ATT 

for pulmonary tuberculosis. On discharge, the patient's blood 

investigations were all within normal limits, decannulation 

was done and the patient was advised to continue with ATT 

for a minimum of 6 months. The patient was advised for 

cessation of alcohol use and sought help for deaddiction. The 

follow up was scheduled after 5 days to review blood reports 

and revise the medications. 

 

Discussion 
 

      Ludwig's angina is a cellulitis of the submandibular, 

sublingual, and submental spaces, which tends to spread 

rapidly along the fascial planes. It is most commonly caused 

due to dental infection, although any other oropharyngeal 

infection has the potential to develop into Ludwig’s angina 

[3]. Such was the case with our patient who had a history of 

neglected toothache eventually resulting in Ludwig’s angina. 

He was a known case of hypertensive which aggravated the 

infection further as it has been found in previous researches 

that systemic diseases like diabetes mellitus and hypertension 

can increase their severity [7]. 

      Our patient’s situation was unique in that he was inflicted 

with 3 independent diseases which had all been diagnosed 

within his 29-day hospital stay. Ludwig’s angina was managed 

with intravenous antibiotics and incision and drainage. He 

initially presented in a state of sepsis but responded to the 

antibiotics and draining the collection aided significantly as 

has been recommended to improve the prognosis [9]. Airway 

was maintained with elective tracheostomy as findings from 

retrospective literature have advocated the use of an elective 

awake tracheostomy as a safer alternative than endotracheal 

intubation [8]. 

 

      The patient was also diagnosed with Pulmonary Koch’s 

whose spread is via droplet mechanism. History suggestive of 

chronic alcoholism predisposed the patient to develop liver 

cirrhosis which decompensated leading to ascites along with 

hypoalbuminemia and portal hypertension. He required 

diuretics, high protein diet to manage the same. Upon 

improvement in the previously deranged LFT patient could be 

started on ATT. 

 

      All three diseases posed a challenge as they limited the 

drug spectrum which could be used in the management of this 

patient. During the ICU stay, monitoring of blood labs along 
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with timely intervention helped manage this patient and was 

discharged in good condition with all investigations within 

normal limits. 
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